Innovative programs introduced in response to the Millennium Development Goals show promise to reduce the global rate of maternal mortality. The Sustainable Development Goals, introduced in 2015, were designed to build on this progress. In this article, we describe the global factors that contribute to maternal mortality rates, outcomes of the implementation of the Millennium Development Goals, and the new, related Sustainable Development Goals. Implications for clinical practice, health care systems, research, and health policy are provided. , 46, e56-e64; 2017. http://dx
Statistical Data on Maternal Mortality
For the past three decades, the issue of maternal death has been addressed globally (Kassebaum et al., 2014) , and continued efforts to generate accurate data have been helpful in targeting the magnitude of the problem. Between 2010 and 2014, the global maternal mortality rate decreased by 44% from 1990 (Bohren et al., 2015; Chou, Daelmans, Jolivet, & Kinney, 2015; Every Woman Every Child, 2015a; Say et al., 2014) . The United States was one of only eight countries worldwide in which the maternal mortality rate increased between 2003 and 2013 (17.6 to 18.5 maternal deaths per 100,000 live births; Kassebaum et al., 2014) . This rate improved slightly in 2015 to an estimated 14 maternal deaths per 100,000 live births (World Health Organization [WHO] , 2015a). The overall increase in the number of maternal deaths since 2003 garnered much attention from maternity health care organizations within the United States, and as a result, a number of collaborative efforts to reduce maternal mortality and morbidity were initiated (Edwards & Hanke, 2013) .
Although some progress has been made to address maternal mortality rates, the enormity of current global estimates becomes more comprehensible when considered on a daily basis. Eight hundred women die every day from pregnancyrelated complications, which is approximately one woman every two minutes (Kassebaum et al., 2014) . Nearly 99% of maternal deaths occur in developing regions of the world, with the largest numbers in Sub-Saharan Africa and Southeast Asia (83.8%; Kassebaum et al., 2014; Say et al., 2014) . High maternal mortality rates are also found in some Latin American and Caribbean countries (Kassebaum et al., 2014; Say et al., 2014) .
The causes for maternal deaths worldwide are numerous and complex and include hemorrhage (27%), indirect causes (27%), hypertension (14%), sepsis (11%), other direct causes (10%), abortion (9%), and embolism (3%; Say et al., 2014) . More than 70% of indirect causes are related to pre-existing medical conditions (Say et al., 2014) . These factors vary among countries and among regions within a country, which makes it difficult to address the underlying causes and contributing factors of maternal mortality. Accurate data provide the basis on which to develop targeted interventions for specific causes, and for this reason, the generation of accurate maternal mortality data globally when possible is needed (Graham, 2014) . In 2012, only a third of the world's nations had high level data collection systems and included maternal/ neonatal/stillbirth metrics in national household surveys (Lawn et al., 2016) . It is difficult to obtain data from low-and middle-income countries, which adds to the complexity of designing specific interventions for them (Bauserman, Lokangaka, Thorsten, Tshefu, & Bose, 2015) .
Current Factors Related to Maternal Mortality
Multiple global factors contribute to high maternal mortality rates, and young girls less than 15 years of age are at greatest risk. Factors such as poverty and limited access to care are also related to greater rates of maternal mortality (WHO, 2015b) . Other factors include the knowledge, skill, and education levels of birth attendants; traditional care; traditional care-seeking behaviors and beliefs in childbearing women; disrespect and abuse of childbearing women; and the vulnerability of immigrants and refugees (WHO, 2015b) .
Poverty and Limited Access to Health Care
The social determinants of health, one of which is poverty, are increasingly associated with poor health outcomes that include maternal mortality (Say et al., 2014) . It is estimated that more than half of maternal deaths "occur in fragile and humanitarian settings," such as in conflict-ridden and/or lesser-resourced countries (WHO, 2015b, p. 1). Childbearing women often do not seek care because of limited financial sources in countries such as India , Mozambique (Munquambe et al., 2016) , South Africa (Mmusi-Phetoe, 2016), and Vietnam (Corbett, Callister, Gettys, & Hickman, in press ). In lesserresourced countries, women may have restricted access to health care because of limited autonomy (decisions may be made by the family), lack of education about the importance of health care, lack of transportation, and lack of financial resources (Qureshi et al., 2016; Vidler et al., 2016) .
Knowledge Level of Birth Attendants
In certain parts of the world, women still receive care from providers who lack knowledge of risk factors; signs and symptoms of complications; preventive and proactive care for hemorrhage and hypertensive disorders of pregnancy; and the direct and indirect causes that can endanger the mother, fetus, and neonate. For example, in remote regional areas such as Chihuahua, Mexico, indigenous providers and family members assist with births but have little understanding of the treatment of intrapartum hemorrhage, the leading cause of maternal death globally (Chopel, 2014) . Medications that have been proven effective for the treatment of postpartum hemorrhage, such as oxytocin, are not readily available. Alternative practices that are not evidence-based may be used. For instance, when a traditional birth attendant was questioned about treatment for excessive bleeding, the response was, "The woman should be given chamomile tea in order to clot the blood" (Chopel, 2014, p. 283) .
Traditional Care-Seeking Beliefs and Behaviors of Childbearing Women Gonle et al. (2015) described a lack of autonomy in decision making in women in Ghana because of gender inequality. Instead, communal decision making was used to determine when women could seek professional health care and the site of birth. In another study based in Ghana, social factors influenced such decisions, as one woman noted: "It's up to the woman's people" (Moyer, Adongo, Hodgson, Engmann, & Deuries, 2014, p. 109) . One Ghanaian woman was asked if she sought prenatal care. She may have understood the importance of prenatal care, but she said that the decision to seek care was not in her power to make:
Are you asking me if I went to the hospital for antenatal care? No, I did not. I wanted to, but my husband and mother-in-law said I could not leave the farm work and go for [care] . After all, I was not sick. (Moyer et al., 2014, p. 115) Similar responses were shared in a focus group of expectant mothers in Zambia and affirmed that decision making related to care during pregnancy and birth was not driven by the pregnant women themselves: "Most women fail to go to deliver at the clinic because of their husbands. They depend on their husbands to allow them" (Sajedinejad, Majdzadeh, Vedahir, Tabatabaei, & Mohammad, 2015, p. 7) . In a qualitative descriptive study conducted in southeast Madagascar, researchers verified similar barriers to giving birth at a birth site with a skilled birth attendant (Morris, Short, Robson, & Andriatsihosena, 2014) . Indigenous women in Tarahumara, Mexico traditionally give birth unattended outdoors. Lack of trust, lack of resources, family dynamics, and lack of access are major issues for these women (Chopel, 2014) . In a qualitative study conducted in Northern Karnataka, India, researchers found that families, especially husbands and mothers-in-law, played major roles in decision making about prenatal and intrapartum care (Blanchard, Bruce, Krishnamurthy, Gurav, & Ramesh, 2015) . In a study of Hmong women giving birth in the rural highlands of Vietnam, Corbett, Callister, Gettys, & Hickman (in press) found that decision making was communal, and the husband and mother-in-law were major decision makers.
In some lesser-resourced countries, traditional care is still viewed as superior and is preferred to evidence-based care. This occurs in southeast Madagascar, even though maternal morbidity and mortality rates in this Sub-Saharan country remain high (297.7 per 100,000 live births; Morris et al., 2014) . Potentially harmful traditional care practices include use of unskilled/uneducated birth attendants; pushing on the abdomen to speed labor; lack of handwashing; use of nonsterilized equipment to cut the cord; and postpartum practices such as overheating, not bathing, and squatting over hot coals (Morris et al., 2014) .
Disrespect and Abuse of Childbearing Women
Researchers have focused on disrespect and abuse of women who give birth in health care facilities in various countries, such as Ethiopia (Asefa & Bekele, 2015) , Kenya (Warren et al., 2013) , and Nigeria (Okafor, Ugwu, & Obi, 2015) . In a synthesis of quantitative and qualitative evidence from 65 studies conducted in 34 countries, investigators concentrated on the global mistreatment of women during childbirth in health care facilities. Qualitative findings included (a) physical, sexual, and verbal abuse; (b) stigma and discrimination; (c) failure to meet professional standards of care; (d) poor rapport between women and providers; and (e) health system conditions and constraints (Bohren et al., 2015) . Personal experiences such as these drive women away from sites with resources and knowledgeable care providers best equipped to provide safe care. Dignified and respectful care should be emphasized in initiatives to increase access to quality care and reduce rates of maternal mortality (Freedman & Kruk, 2014) .
Vulnerable Refugees and Immigrants
Data are needed regarding refugees and women who live in conflict-torn countries, including the Dignified and respectful care should be emphasized in initiatives to increase access quality care and reduce rates of maternal mortality.
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I N F O C U S CNE millions of people displaced in and beyond the borders of their countries in the Middle East and Africa. As of 2012, no conflict-affected country achieved even one Millennium Development Goal (Wyeth, 2012) . In countries such as Afghanistan and South Sudan, rates of maternal mortality are rising (Kassebaum et al., 2014; Mugo, Zqi, Botfield, & Steiner, 2015) . In Afghanistan, the maternal mortality rate increased from 501 maternal deaths per 100,000 live births in 1993 to 885 maternal deaths per 100,000 live births in 2013 (Kassebaum et al., 2014) . In South Sudan, the number of maternal deaths increased from 763 per 100,000 in 2000 to 2054 per 100,000 live births in 2006 (Mugo et al., 2015) . and evaluated maternal health and pregnancy outcomes of refugee women and noted that they had lesspositive levels of health and less engagement in health care. Unfortunately, nearly 24% of women who are Syrian refugees are of childbearing age (United Nations Refugee Agency, 2016).
Refugee women, especially in the first days and weeks after being displaced internally or externally, may experience pregnancy complications, sexual abuse, and gender-based violence (United Nations Refugee Agency, 2016). As caregivers of their families, women bear the additional burden of child morbidity and mortality. In resettlement countries, maternal health care services are often lacking, and those that do exist need to be improved, which can be challenging. For instance, Lebanon has hosted more than one million Syrian refugees since 2011, a number that represents more than 20% of Lebanon's pre-Syrian crisis population (Benage, Greenough, Vinck, Omeira, & Pham, 2015 
Strategies to Improve Maternal Health Globally
It is essential that nurses examine organizations, health care systems, and innovative programs that currently show promise in the reduction of maternal mortality in low-and middle-income countries (Callister, 2016b; Witcher & Sisson, 2015) . Researchers have documented the association of community health strategies, such as educational initiatives, improvement of access to care for childbearing women, and quality improvement programs, with the reduction of maternal mortality rates (Bauserman et al., 2015; Dettrick, Firth, & Soto, 2013; Ramaaswamy, Kallam, Srofenyoh, & Owen, 2016 ).
Zulfiqar, Bhutta, and Black (2013) described the key evidence-based interventions that should be implemented and scaled up within health systems. These include improvement of maternal nutrition during pregnancy; emergency obstetric care and postpartum hemorrhage prevention; expanded prenatal care, including prevention of stillbirth and preterm birth; emergency neonatal resuscitation and immediate newborn care; and detection/ management of maternal/newborn infections. Bhuinneain and McCarthy (2015) found that essential obstetric and newborn care has merit as an intervention package to reduce maternal mortality in rural Sub-Saharan Africa. Also in rural Sub-Saharan Africa, the Quality of Prenatal and Maternal Care (QUALMAT) initiative, an electronic clinical decision support system, is used to provide guidance and support for care across the childbearing years based on WHO guidelines (Blank et al., 2013) . In the United States, the Recognize, Educate, Activate, Communicate, and Treat (REACT) quality and safety initiative has been developed to reduce rates of maternal morbidity and mortality by the timely recognition of signs and symptoms in compromised childbearing women (Baird & Graves, 2015) .
In 2014 the Association of Women's Health, Obstetric, and Neonatal Nurses launched the Postpartum Hemorrhage Project in 54 clinical sites. Goals included increased recognition of women at risk for postpartum hemorrhage, increased recognition of women who are hemorrhaging, increased readiness of clinicians to respond to postpartum hemorrhage, and the ability to track responses to improve future clinical care (Association of Women's Health, Obstetric, and Neonatal Nurses, 2014).
Lastly, for more than 30 years, the American College of Nurse-Midwives has promoted the health of childbearing women and newborns globally in more than 30 lesser-resourced countries (Kennedy, 2012) . Current projects include in-service education for health care providers ranging from traditional birth attendants to community health workers and nurses and physicians. The many benefits of midwifery care have been documented and include high-quality service, respectfulness to women, costeffectiveness, and sustainability in a variety of health care settings (Freedman & Kruk, 2014; Hoope-Bender et al., 2014; Renfrew, Homer, et al., 2014) .
In a comprehensive approach to improve outcomes for childbearing women through publicprivate partnerships, essential suggestions have been made that have important implications for clinical practice, health care systems, research, and health policy. These strategies include improvement of the following: women's health across the childbearing years, quality and safety of health care, acute and community health care systems, and surveillance and research (Lu, Highsmith, delaCruz, & Altrahs, 2015) . This approach has been referred to as putting the M in maternal-child health care (Lu et al., 2015 (Lu et al., , p. 1435 .
To accomplish these goals, Lu et al. proposed, "In research, we need to move beyond discovery to intervention research. In practice, we need to move from isolated to collective impact. In policy, we need to move beyond pay for remediation to investing in capacity formation" (2015, p. 339).
Implications for Clinical Practice
In a study of countries with high rates of maternal mortality, Van Lerberghe et al. (2014) concluded that the importance of respectful, woman-centered care has received little attention. Beyond physiologic measures to reduce the incidence of maternal mortality, there is a growing emphasis on the importance of "preventive and supportive care that strengthens women's capabilities in the context of respectful relationships" (Renfrew, McFadden, et al., 2014, p. 1) . Nursing and midwifery practices support respectful care (Callister, 2016c) .
In a landmark metasynthesis, Bohren et al. (2015) found that women had a variety of health care providers who were not delineated, but in interviews, the childbearing women mentioned nurses and midwives more often because the women had the most contact with them. The authors concluded that disrespectful and abusive care should be eliminated, because such care contributes to women's failure to access and receive quality health care and results in greater levels of maternal morbidity and mortality.
In a recent editorial, Shah (2015) described the safety and efficacy of a National Institute for Health and Care Excellence initiative in the United Kingdom to promote home birth with a nursemidwife in attendance or in a midwife-led birthing center (Shah, 2015) . Such care is focused on respect of childbearing women and normalization of childbirth as a celebration of life. Shah (2015 Shah ( , p. 2181 referred to "the cross-cultural divide over treatment intensity in childbirth," and concluded that U.S. perinatal health care providers can learn much from the British system of perinatal care for low-risk childbearing women.
Nurses can contribute globally by engaging in the following strategies: (a) become aware of the enduring epidemic of global maternal mortality, (b) become educated in global health issues, (c) advocate for childbearing women, (d) increase clinical skills, and (e) contribute to implementing effective interventions to reduce maternal mortality (Callister & Edwards, 2010; Kennedy, 2012; Witcher & Sisson, 2015) . See Table 1 for a list of online resources related to maternal mortality worldwide.
Implications for Health Care Systems
Zulfiqar, Bhutta, and Black (2013) described packages of care for women and children and suggested that the agenda for maternal-child health should be linked "with the emerging issues of long-term development, human capital, and economic growth" (p. 2234). Efforts for health care systems to reduce maternal mortality include (a) increased education on family planning and maternal health, (b) universal health coverage globally, (c) increased funding, and (d) enhanced accountability and outcomes evaluation (Bergevin, Fauveau, & McKinnon, 2015; Every Woman Every Child, 2015b) .
Continuous quality improvement is emerging as an essential strategy to reduce maternal mortality. For example, a Ghanaian hospital noted a 34% decrease in maternal mortality (particularly for hemorrhage and hypertensive disorders, despite a 36% increase in patient admissions) when continuous quality improvement initiatives were implemented (Srofenyoh et al., 2012) . Additional inquiry
As they enhance their knowledge, skills, and commitment to care, nurses can make significant contributions to the improvement of the health of childbearing women worldwide.
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Implications for Research
As the social determinants of health and women's sociocultural contexts are considered, an important area of continuing inquiry pertains to how childbearing women make the decision to seek professional health care in lesser-resourced countries. Souza et al. (2014) surveyed 140 stakeholders, including global health nurseresearchers, using 190 priority research questions designed to guide inquiry and lead to the improvement of maternal/perinatal health over the next 10 years. These questions are applicable to lesser-resourced countries and can also be developed in countries such as the United States that have been challenged with rising maternal mortality ratios (Souza, 2014) .
Implications for Health Policy
According to Say and colleagues (2014) , "A key requirement for further advancements in reduction of maternal deaths is to understand the causes of maternal death for effective policy and health program decisions" (p. e323). Implementation or improvement of data collection systems to capture data from all countries will greatly assist in achieving accurate maternal mortality ratios and causation categories. Statistical analyses of these data can more accurately drive health policy for individual nations and regions of the world. For instance, use of the International Classification of Diseases, Tenth Revision-Clinical Modification (Centers for Disease Control and Prevention, 2016) and vital registration data sets obtained from the WHO will make data more accurate (Say et al., 2014) .
The Women's and Children's Health Study Group identified success factors for health policy designed to reduce maternal and child mortality (Kuruvilla et al., 2014) . These factors include the engagement of multiple sectors to address crucial health determinants, use of strategies to mobilize private and public partners for decision making and accountability, and establishment of guiding principles to achieve long-term results (Kuruvilla et al., 2014) .
It is imperative that clinicians, organizations, health care delivery systems, and countries look beyond the numbers and focus on the individual tragedy of the loss of a single mother (Miller & Balizan, 2015) . It is essential that those entities focus on the true cost of maternal mortality and its effect not only on women, but also on children, families, communities, and nations (Mitke, Mitku, Worku, & Yamin, 2015) . An impassioned plea has been made by Every Woman Every Child (2015a, p. 30): "We know what we have to do to save the lives of women and girls everywhere. Needless deaths of women, newborns, and children must stop. We must do more and we must do better because every action counts and every life counts."
Significant progress has been made since 2010 to reduce rates of maternal mortality globally (United Nations, 2015a). However, this progress must be accelerated through unprecedented global partnerships, especially in low-income countries among disadvantaged and vulnerable childbearing women and their families. Rwanda has committed to a dramatic increase in efforts to reduce maternal mortality. The Netherlands is making core contributions to the United Nations Children's Fund, the United Nations Family Planning Association, and the U.S. Agency for International Development to improve the health of women and children (United Nations, 2015a). Such public and private collaboration is inspiring and will make a difference globally. According to the WHO, "With focus, persistence, and collaboration, science and health policy can work together to bring better lives to the most vulnerable populations" (Souza, 2014, p. viii) . When we do so, the gap will be closed globally, and more equity will exist.
Conclusion
It is imperative to remember that every maternal death we prevent as clinicians will affect the SDG target to reduce global maternal mortality ratio to less than 70 per 100,000 live births by 2030. We have seen the faces of diverse childbearing women, listened to the stories of women who live in many areas of the world, felt of their courage and commitment to their families, and learned how important the social and cultural determinants of health are to promote positive outcomes for childbearing women. More significant than the improvement of statistical data are the health and well-being of each individual childbearing woman, which in turn has a significant effect on the health of families and communities across the world.
